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ABSTRACT

This study examines social work roles practitioners
have taken in the treatment of Dementia with Alzheimer's

patients and their families, within the last decade.

The

37-question mail-out survey used to quantify these roles

gathered data on demographics, clinical behavior, family
involvement, evaluation instruments, activities, and
treatment environment.

Results indicated that the level of

involvement of social workers with clients and their

families was low.

Findings also showed that while most of

the facilities surveyed did not have intensive day treatment

programs, psychotropic medications were currently being used
by these facilities to minimize verbal and physical
assaults. Findings also suggested that dementia affects
people of every ethnic group and the role of social work may
need to reflect more of a case-management position for both

clients and their significant others.

While some

recommendations for change were made, more research needs to
be done on the needs of this special population.
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INTRODUCTION

While the role of health care professionals in
hospitals, skilled nursing facilities, and other

residential units have always been clear, where the medical
and daily care and treatment of Dementia/Alzheimer's
patients is concerned, the role of the social work

practitioner in this area has been left largely
unacknowledged and vaguely defined in the literature.

When

social work is mentioned, it is usually in connection with
case management theory, a more utilitarian approach which
largely ignores psychosocial factors and concentrates on
the practical application of medical/healthcare services to
the treatment of dementia.

The present study was therefore carried out with the

intent of exploring the role of the social work
practitioner as it relates to the treatment of dementia

patients in state-operated veteran's homes.

It was also

this researcher's intent to show that social work

practitioners can play at least two crucial roles in the
treatment of dementia by (1) becoming involved in the

evaluation (testing) process of dementia in clients during

it's early onset and (2) by participating in grief work

with the patient and their families throughout the early,
middle and late phases of dementia.
At present, social workers become involved only with

clients/patients once they have been medically diagnosed by
psychiatrists and other physicians.

To bridge the gap

between case management and clinical social work, Elisabeth

Kubler-Ross's 1969 study of terminally ill patients was
considered as a means of resolving this role-related
question.

According to Kubler-Ross, dying people fear many
aspects of loss, for example, fear of the unknown,

loneliness, loss of family and friends, deterioration of
body functions, loosing one's identity, and fear of total
dependency.

An interesting parallel to this model is often

made in geriatric psychiatry where the experiences of aging
and dying are closely monitored.

More will be said in

subsequent pages about the complementarily between
geriatric psychiatry and Kubler-Ross's model, it's
connection to social work, and it's role in the treatment

of dementia patients.

LITERATURE REVIEW

For purposes of clarity, this paper specifically
focuses on Alzheimer's-related dementia, and deals only

with veterans between the ages of 50 and 90.

While the

list of behaviors discussed in this review were taken from

the surveys used for this study, they are consistent with

the existing literature and the criteria defined by the

Diagnostic and Statistical Manuel of Mental Disorders,
Fourth Edition (DSM-IV).

The DSM-IV and other: reports were

used to obtain pertinent information regarding the etiology
and philosophy of care attached to this syndrome, and it's

prevalence (that is,, the number of people in a population
with a disease at a given time).

Three aspects of Alzheimer's Disease (AD) and related
dementia are reviewed in this section:

(1) a brief

explanation of Alzheimer's dementia and it's etiology, (2)
current treatment modalities for this condition, and (3)

the importance of social work practitioners in assisting

patients, families and significant others in dealing with
grief issues as they experience the physical, emotional and
psychological challenges of confronting the early, middle

and late phases of this disease (United States Department
of Human Services, 1998; DeRose et al., 1998).

A Brief Description of Alzheimer's Disease and its Etiology
Dementias, now accepted as an organic brain disease,
may generally present in-patients as a syndrome or group of

cognitive and perceptual deficits.

Past or current drug or

alcohol use, vascular or neurological disorders, or a

trauma to the brain such as .blood deprivatiori may cause
such symptoms.

(See Figures 1 and 2, Appendix 1, for a

comparison of a diseased and healthy brain.)
Dementia is generally characterized by cognitive and
other clinically measurable disabilities, disabilities that

affect one's judgment, thinking, and emotive and perceptual
processes.

Long- and short-term memory (that is, recall

and retention of past and present information) may often be
seriously impacted.

This condition is rare in children and

adolescents, but can occur as the result of "a serious head

injury, brain tumors, HIV infection, strokes, and

adrenoleukodystrophies; Dementia in children may present as
a deterioration in functioning (as in adults) or as a

significant delay or deviation in normal development.

Deterioration in school performance may be an early sign"
(DSM-IV, 1994, pp.137-138}. .

.

A diagnosis of dementia that is due to more than one
cause is indicated by the presence of more than one

cognitive deficit.

Such deficits may include an inability

to learn new information or recall previously learned
information.

In addition, one or morb of the follbwing

disturbances must be present:

(1) aphasia (language

disturbance); (2) apraxia (impaired ability to carry out
motor activities despite intact motor functioning);» (3)
agnosia (failure to recognize or identify objects despite
intact sensory function); and (4) a disturbance in

executive functioning (i.e., planning, organizing,
sequencing and abstracting).

When collectively evaluated,

these deficits should "cause significant impairment in
social or occupational functioning and represent a

significant decline from a previous level of functioning"

(DSM-IV, 1994, pp.143-144). :
Finally, DSM-IV criteria also note that these deficits

dp not occur sdlely during the course of a delirium;
rather, there should be evidence, based on the patient's
history, or on physical exa:mination and laboratory

findings, that the disturbance has more than one cause
(i.e., head trauma, chronic alcohol use. Dementia of the
Alzheimer's type with the subsequent development of

Vascular Dementia).

Some examples of physiological

indicators of dementia may include hardening of the
arteries, tangles (microscopic changes in the brain) or
actual shrinkage of the hippocampus.
According to findings by the National Institute on
Aging, by the year 2000, over half of this country's senior
citizens over the age of sixty will be affected by some
form of dementia (United States Department of Human

Services, 1998).

Further, findings from an Alzheimer's

study done in 1998 for the California Department of
Veteran's Affairs indicate that there is an expected

increase in the number of 80-plus-year-old veterans that
will reach a peak in 2010 and then gradually decline until
2030 (DeRose, 1998).

Despite this decline over the next

thirty years, the demands for health services will rise
beyond the present "geriatric institutional care system
capacity" (DeRose et al., 1998).

This monumental increase

in the demand for more health services will be strongly
influenced by the change in this age structure.

In the meantime, the median age of the veteran

population "is expected to rise from 68.5 to 75.6 years" of
age between 1990 and 2030--an increase or "bulge" of

Vietnam veterans will also require more health care
services during this period.

In fact, Vietnam-era veterans

will be facing greater health risks and therefore place
greater demands on the veteran health care system.

As a

consequence of these demands, there will also be an
increase in the need for more Alzheimer's and dementia care

(DeRose et al., 1998).

The prevalence of specific behavioral problems varies

with disease severity.

Behaviors associated with

Alzheimer's Dementia may vary in intensity depending upon

which phase of the disease (early, middle or late) a given
patient may be experiencing.

Disturbances in behavior

increase from early to late dementia; during the terminal
or late phase, a decrease occurs due to the total physical

and cognitive deterioration of the individual.

(Reisberg

et al., 1989).

Such behaviors may include:

(1) apathy, (2) physical

or verbal aggression and/or combativeness to residents or
other staff, (3) verbal abuse (being excessively

argumentative, loud yelling and/or making unusual noises),

(4) being uncooperative with staff during dressing and
other activities of daily living, (5) experiencing

delusions or agitation, (6) making continuous attempts to
leave the unit, (7) experiencing hallucinations, (8) self-

injuring (skin picking or grinding teeth), (9) actively
resisting care, (10) wandering, and (11)insomnia.
In many instances, a phenomenon associated with AD

patients, referred to as " sundowning,"

may cause them to

become restless, highly agitated and disoriented as the sun
goes down.

Other behaviors may include a decrease in

impulse control, and sexually acting out (e.g., making
sexually inappropriate verbalizations).

According to the DSM-IV, "the reversibility of a

dementia is a function of the underlying pathology and of
the availability and timely application of effective
treatment.

The mode of onset and subsequent course of

dementia also depends on the underlying cause or causes.
The level of disability depends not only on the severity of
the individual's cognitive impairments but also on the
available social supports" (American Psychiatric
Association, 1994).

Patients with advanced dementia often

become oblivious to their surroundings and need constant
care.

These individuals are susceptible to accidents and

infectious diseases which often prove fatal.

(American

Psychiatric Association, 1994).
In their search for both the cause and a cure for this

disease, researchers study the structure and function of;

the brain.

Disease processes thought to be associated with

AD include interruption of the communication between brain

cells, breakdown of the metabolic pathways which allow

neurons to break down chemicals and niitrients fo generate
energy, and interruption in the repair of injured nerve

cells which is a regular aspect of neuronal activity.
Thus, the damage seen in Alzheimer's Dementia, thought to

involve changes in nerve cell communication, metabolism and
repair, result in the death of many neurons in key parts of

the brain, leading to adversely affected memory, thinking
and behavior.

Amyloid plaques and neurofibrillary tangles, two
abnormal structures in the brain, are hallmarks of AD.

The

gradual buildup of plaques, consisting of dense deposits of
an amyloid protein fragments outside and around neurons.

and neurofibrillary tangles (insoluble, twisted fibers that
build up inside neurons) are attributed to this disease.
There are two types of AD.

Familial AD (FAD) is found

in families and follows a certain inheritance pattern,

while sporadic AD follows no obvious inheritance pattern.
Alzheimer's Disease is further described in terms of the

differences in age at onset.

Early-onset AD is rare,

generally affects people aged 30 to 60, progresses faster
than the more common late- onset forms of AD, which affect

people 65 years of age and older (United States Department
of Human Services, 1998).
Current Treatment Modalities

As a rule, neuroleptics and benzodiazepines are the

mainstay of pharmacological treatment in dementia.
Veteran's homes in California and throughout the United
States surveyed for this study are currently using
psychotropic medications and restraints to control or

minimize these behaviors.

Antipsychotics, antianxiety and

anti-depressants medications have all been used for this
purpose.

More than one type of medication is usually given

as part of a treatment regimen.

Some of the medications

used include Ativan, Tegretal, Resperadol, Zoloft,
10

Alanzapine, Buspar, Malerill, Zyprexa, Klonopin, Valium,
Depakote, Trazadone and Lithium.

Despite their limited effectiveness, the Veteran's
homes of California have been utilizing these approaches to

manage behavioral disturbances in the absence of sufficient
staff to implement better practices.

Some studies show

that "behavioral disturbances do not increase when

medications are reduced" and the use of psychotropic
medications tends to increase in the absence of sufficient

staff (O'Donnell, 1992; Svarstad and Mount, 1991,- DeSantis

et al., 1997; Avorn et al., 1992; Ray et al., 1993).
Other limitations of behavior-controlling drugs
include adverse side effects such as over-sedation,

heightened confusion, memory problems, disorientation and
extrapyramidal or Parkinson-like symptoms, gait
disturbances, and increased risk for falling.

And as

several writers have ironically observeid, an

inappropriately medicated resident actually requires more
care (Avorn et al.., 1995; Ray et al., 1987; Salzman, 1988;
Taft et al., 1990 and Sherman, 1994).

Two drugs, Cognex and Aricept, are currently being
used in the treatment of the cognitive affects of
11

Alzheimer's dementia.

However, according to Rusty Oshita,

Research■Associate at the Institute for Brain Aging and
Dementia, University of California, Irvine, their drawback
is that unless the dementia is discovered during the

initial onset, their effect and success is questionable
(personal communication, January and February, 1999) .

Another aspect of control that has been dealt with in
the literature concerns the benefits Of restraining

patients with Alzheimer's Dementia.

Findings show that, as

with over-medicating, using physical restraint may not be
beneficial, and several studies indicate that confusion

remains the single most consistent predictor of restraint
use (Capezuti et al. , 1996; DeSantis et al. , 1997) .

Ironically, restraint use in confused ambulatory

nursing home residents has been associated with an
increased risk of falls and injuries, while restraint
reduction has failed to increase serious falls in a similar

population (Capezuti et al. , 1996; Ejaz et al. , 1994) .
In general, the rational for the use of physical

restraint is to control agitated patients, to prevent
wandering, and to minimize falls.
physical restraints:
12

In reality, using

(1)

causes harm by adversely effecting movement and

functional abilities;

(2)

negatively impacts the patient's circulation,

appetite, and elimination;
(3)

:

can quickly lead to agitation and regressive

behavior;

(4)

is demoralizing;

(5)

demeans residents by characterizing them as

incompetent or dangerous; and
(6)

can result in death (Evans etal., 1989;
McHutChinson, 1989, Miles and IrVine, 1992).

In the face of such findings; it is not' unreasonable

to expect professionals at all levels of the healthcare
system to seriously consider adopting a less repressive
philosophy of care that should include an emphasis on
affirming life and personhood, despite failing mental

powers.

Good dementia care needs to incorporate a series

of high quality interactions that take place within the

context of a stable and secure relationship (Kitwood,
1997)

■
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Throughout the literature on dementia, ten core

principles ,of quality care have been emphasized.

They

include:

(1)

Treating patients at all levels of impairment

with dignity and respect.

(2)

Emphasizing each individual's remaining strengths

and uniqueness.

'

(3)

Promoting independence and autonomy.

(4)

Facilitating health care decision-making through

advance directives.

(5)

Treating concomitant medical (e.g. acute

infections) and psychiatric (e.g. depression) illnesses
that may exacerbate cognitive impairment.

(6)

Maximizing cognitive and physical functioning
through dementia-specific activity programming.

(7)

Understanding the multi-determined nature of

behavioral problems and responding to underlying
needs and feelings.

(8)

Providing care in the least restrictive setting

possible.

(9)

Ensuring freedom from restraints and behavior-

controlling drugs.
14

(10) Maintaining comfort and well-being at the end of

life through hospice (Maslow/ 1994; Post & Whitehouse,
1995; Alzheimer's Association, 1992).

While the significance and validity of these crucial
principles df quality care can not be denied/ attempts to

adhere to such dictates raise the ethical challenge of
balancing safety with:freedom.

Kane noted that regulations

for nursing homeS emphasized sa.fety above all.

Conversely,

the U.S. Department of Health and Human Services Advisory
Panel on Alzheimer's Disease stated emphatically:

"Emphasize quality of life, broadly defined, over mere
survival" (United States Department of Human Services,
1998)

According to the Alzheimer's Association and the
California Department of Health, the veteran's homes of

California currently provide a minimally safe environment

for their residents with dementia, nor do they have the
financial resources to truly promote quality of life for
the individuals in their care.

A review of surveys upon

which the data for this study was based also reflects this
point

(Alzheimer's Association, 1992; Post and Whitehous,

1995; Small et al., 1997).

■ -15 ;

■ ' ■'

■

On the other hand, it is worth noting that the

National Institute of Health established a major initiative
in 1995, for the purpose of developing and testing new ways

for families, friends and caregivers to manage the daily
activities of people with AD, and to cope with the stresses
that providing such care car produce.

REACH (Resources for

Enhancing Alzheimer's Caregiver Health) is a five year
effort and a critical part of the National Institute on

Aging (NIA's) support for research on patients with
Alzheimer's Dementia who are receiving care at home (United
States Department of Human Services, 1998).

To successfully implement an effective approach to the
care of dementia patients, it was determined that the
Veterans homes of California must develop a continuum of

living options. These options include improvements in- the^
physical environment, training, policies, programming and

staffing levels required to meet the multiple needs of
veterans with dementia.

Because detrientia is a - ,

biopsychosociai phenomenon; it must be/ addressed in an
institutional setting through a ''levels of care'': approach.
For example, a cognitively impaired individual with AD

would be assigned to a particular dementia-specific level
: '16

of care or living environment, based on medical,

psychological, and/or social needs,

One study showed that

inappropriate placement of dementia patients.on skilled

nursing units who are functioning relatively well, can
result in excess disabilities.

In one instance, when one

researcher moved seven residents from an intermediate care

facility to a dementia-specific residential setting, all
showed improvements in functioning (Noyes, 1996).

Thus,

available data suggests that the Veteran's Homes of
California should develop dementia-specific assisted living

units for the significant number of cognitively impaired
veterans who do not require 24-hour skilled nursing care.
Role of Social Work

In an effort to clarify and further define what role

or roles social work practitioners might play in the direct
treatment of Alzheimer's dementia, the literature was

reviewed in an attempt to find;a practical model that could
serve alongside current case management and drug therapy

approaches.

Elisabeth Kubler-Ross' work with dying

patients in 1969 was found to be most conducive to social
work practice in this area.

17

,

Kubler-Ross's work addressed the issue of grief as
experienced by patients and their surviving significant
others in five distinct stages or phases, including denial,

bargaining, anger, depression and acceptance.

Although

this model specifically focused on the experience of dying
patients, its power and truth lies in that these stages
contain a subjective universality which is heuristically
useful.

For example, denial and shock (" Not me!" ) are

common reactions to abrupt change or loss even when

physically dying is not a part of that given loss.

Anger

("Why me?") can become displaced towards ones self,
doctors, loved ones, and the world ih general.

Bargaining

(" Yes me, but..." ) attempts to barter a promise to abide by
some belief in exchange for being allowed to live.

In

depression ("Yes me"), the patient or the individual who
perceives themselves to have lost something or someone of
great value may use this time to grieve all losses--a

family, a job or a purpose for living and the Self.
Finally, with acceptance and hope, peace comes with
surrendering to the inevitability of one's death (or
drastic change) on a deep feeling level.

Social work

practitioners need to recognize that these points are
18

beneficial not only to clients, but to their significant
others as well.

Application of the principles suggested by this model

in social work practice might include practitioners
allowing clients to experience grief of a loss at their own
pace, keeping in mind that no one person experiences all of
the stages of grief in the same way or in the order
described by Kubler-Ross.

The grief work model is strong

in that clients and survivors can become intimately

involved in sharing their experiences of grief and loss

with one another.

Its greatest strength is that doing this

work easily lends itself to dealing with other physical,
emotional, cognitive and interpersonal deficits.
Consequently, working through grief issues may be used in a
variety of practice settings as well as within a wide age
range.

One of this approach's greatest advantages may be its

unique ability to incorporate psychology and spirituality
into its practice framework.

Spikes (1980) notes that it

is important that loss, no matter what kind, be properly
mourned.

He maintains that this process can directly

impact an individual's psychological wellbeing.
19

To

illustrate this point, Spikes cited the findings of a study
on religion and people's acceptance of their own death.

According to Spikes, the study showed that communities in
which religion played a strong part did much better in
accepting the coming of death and other grief issues than
those communities where religion played a minimal part in
the lives of its members.

However impressed one might be by the application of
this approach's strengths and versatility to social work
practice, it should also be noted there are two aspects of
Kubler-Ross's work that could be construed as limitations

or weaknesses.

First, some practitioners might be put off

by it's mystical, religious overtones.

For some

practitioners, helping clients work through the grief
process may not be easy or successful, especially when

dealing with someone oriented strictly to the here-and-now,

or with someone who may not believe in anything beyond what
is physically evident.
Second, another weakness of this model, and a concern

voiced by Kubler-Ross herself, has to do with the tendency
of some people to think of the model as a prescription
rather than as a description of the grief process.
20

She

warns practitioners and other caregivers to be careful not

to automatically assume that all people will -experience the

stages of denial, bargaining, anger and acceptance/hope, in
that order, or that every dying individual will necessarily
experience all of the stages.
Third, if there is an inherent bias attached to this

approach, it lies in that Kubler-Ross did not directly
address how this type of grief work applied in other
cultural contexts, although she did intimate that the grief

process contains universal components (Kubler-Ross, 1969;
Spikes, 1980).

Specific types of losses that dementia patients suffer
include cognitive and verbal skills as well as other

perceptual and physical disabilities.

For example,

patients become increasingly forgetful and disoriented to
time and place, fail to recognize loved ones, are unable to

recognize common objects or and are prone to accidents and
illness.

Such deficits may prompt some individuals to feel

frustrated, isolated, suicidal and lonely, especially

during the initial onset of their diagnosis.
Other losses experienced by patients diagnosed with AD
may include a sense of having lost their role and identity,
21

a decline in their intellectual functioning, and loss of a

sense of adequacy where one's sexuality and/or athletic
abilities are concerned.

The impact of this latter type of

loss has been connected to how narcissistic an individual

may have been before reaching old age.

Finally, loosing

control over one's body may be equated to a loss of one's
control over their world, causing a greater sense of

frustration and depression.

Despite the reservations outlined earlier regarding

the application of Kubler-Ross's grief model, this model is
useful in it's practicality when applied to Dementia

patients and surviving family members.

First, this

approach may be successfully applied to this target
population and their significant others because it takes
into consideration that there are internal psychic and
emotional events that are universal to, and often accompany
a sense of loss, whether due to a death or to the lose of

some other perceived physical or mental quality.
Second, due to it's flexibility and intrinsic worth,
both to loved ones and significant others who must face the
slow and inevitable emotional and physical deterioration of
a parent, spouse or other family member presenting with
22

Alzheimer's Disease, social workers can utilize Kubler-

Ross' approach in a variety of settings, such as hospitals,

hospices, therapeutic, and church sponsored retreats,
support groups, in the home, and on a one-to-one basis with

the therapist, the client and/or their family (Myers,
1984).

23

METHODS AND DESIGN

As part of the effort to categorize and understand the role

of social work practice, and the social worker's place as a
professional caregiver for patients with dementia residing
at State-operated veteran's homes, an important
consideration was to attempt to determine whether these
types of state-owned skilled nursing facilities utilize a

care-giving policy that specifically defines the expected
interactions between social work staff, dementia patients,V
and their families.

A 37-item survey was developed to

gather both qualitative and quantitative data (Appendix 2).

The survey instrument was divided into six categories
designed to elicit information about (1) patient
demographics, (2) clinical behavior, (3) family
involvement, (4) instruments commonly used to evaluate AD,
(5) activities planned by the veteran's homes for their

residents, and (6) the facility environment.

Ninety (90)

questionnaires were mailed to veterans homes ir. forty-two
states, 27 responses were returned, and 24 sur-v eys were

sufficiently filled out so that pertinent data
obtained for the purposes of this study.
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could be

Because a State Veteran's Homes Registry for 1999 was
unavailable when the initial research instruments were

mailed in mid-March of 1999, a 1998 Registry was used as a
source of addresses for state veteran's homes.

In order to

correct for the possibility that the information contained
in the 1999 Registry would have reflected a substantial
change in the listing of veteran's homes for 1998, which
might influence how the study results should be

interpreted, a follow-up interview with Mr. Ed Romprey,
Veteran's Claims Representative at the Barstow Veteran's
Home, confirmed that very few veteran's homes had been

added to the original list of homes used by this researcher
as a source for survey respondents.

In addition, all the

facilities included in the survey mailing list as potential

respondents were contacted by phone at least once by this
researcher in order to ascertain that the survey

questionnaires had been received, and in an effort to
encourage as much participation in the present study as
possible.

In order to augment and add greater clarity to the
analysis of data collected by the survey questionnaires,

particularly with respect to data that might be missed by
V
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the research instrument as it was constructed, field

observations were made during this research's internship at
the Veteran's Home of Barstow California, from mid-

September of 1998 through June 21, 1999.
In addition, in order to understand the process by

,

which real-life qualitative assessments for Dementia are
made, this researcher also interviewed Rusty Oshita,
Research Associate, and Julene Johnson,

a postdoctoral

researcher, at the Institute for Brain Aging and Dementia's

neuro-science facility at the University California,
Irvine.

This researcher was allowed both to observe the

administration of a battery of tests developed for the

purpose of determining whether subjects being tested were
suffering from Alzheimer Dementia, and to attend a family
conference where an interdisciplinary team, consisting of a

medical doctor, psychiatrist, neurologist and social
worker, met with the family of an identified AD patient.

(See Appendix 3 for examples of screening tests for
dementia.)

The target population for the present study included

veterans at ninety veteran's homes throughout the United
States.

The following results are based on a review of the
■ ■ ■ • 2'6-
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surveys themselves, as well as a univariate analysis and
correlation matrix of all the variables using the

Statistical Package for the Social Sciences (SPSS) software
application.

The survey questionnaires were organized into six
categories of interest, including:
1.

Patient demographic information--gender, age,

ethnicity, sources of income, number of residents/clients,
staffing ratios (number of social workers available to
dementia patients and their families), overall level of

resident's education, and percentages of service-related
disabilities for dementia patients).
2.

Information on clinical behavior--acuity,

percentage of patients diagnosed with Dementia, staffing
ratios, stages of dementia shown by patients (early, middle
or late) and their percentages, average time patients

engage in dementia-specific behaviors within a thirty-day

period, behaviors controlled by psychotropic medications
and/or handled by other therapeutic activities or programs,
incidence of self-destructive behaviors, the time at which

dementia patients appear to be most prone to suicide
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attempts, and whether there were any suicide attempts in
1997.

3.

Family involvement--types of support groups for

Dementia patients and their families, provision of family
education, primary contact for patient's families, and

services provided by social workers to patients and their
families.

4.

Evaluation instruments used to assess dementia

patients--what instruments of consensus or public-domain

(if any) instruments used to screen for and/or assess
Dementia patients, assessment tools developed at these

facilities, types of evaluation meetings attended by social
workers, and the amount of daily contact by social workers

with identified AD patients.

5.

Planned

Activities--treatment programs provided for patients at
early, middle or late phases of Dementia, types of

therapy/therapies provided based on the phase of Dementia,
supervised outings provided, and participation by social
workers in any/all of these activities).
6.

Facility Environment--is the facility completely

fenced or locked, provisions made for patients to have
outside time, electronic monitoring devices
28
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or any other

safety precautions used to protect patients.

(Electronic

monitoring devices and other safety precautions could not

be quantified; they were discussed as qualitative data.)
No manipulation of variables and no experiment with
subjects took place in any part of this study.

If case

examples, names were changed to insure confidentiality.
The analysis of those data involved the use of a
frequency distributions and chi square; distributions were

compared tp averages once the pertinent data had been
received and organized.

Overall, this analysis was

cumulative in nature.
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. RESULTS

Of the 92 surveys sent to skilled nursing facilities
providing social work services to veterans with dementia,
24 were returned.

None of the returned surveys answered

all of the questions asked.

The lowest number of responses

for any single question was 14; the highest number of

responses was 23.

Table 1 summarizes the total number of

valid and missing answers to each of the survey questions.

Use of the

statistic failed to detect significant

associations among survey variables; however, correlations
calculated on paired survey questions did reveal
significant relationships, some very weak, others at p <
.01 level.

Table 2 shows the results of the Pearson r

statistic, as well as a strength-of-association measure

(r^) for each pair of significant survey questions (p ^ .05
and p< .01).
The following discussion follows the order of the
survey questions.
Table 3 summarizes the descriptive statistics for the
demographic results of the survey.
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Gender--There were more males than females reported in
veterans homes.

The total number of males reported ranged

from 26 to 1,221.

The total number of females ranged from
/

0 to 200.

There were also differences in terms of the

number of valid responses

and gender.

For males, a range

of population from 26 to 1221 were reported(4.2% each;
means is 207.74, SD = 276.72

).

Two facilities (8.3%

each) reported populations of 37 and 63 (m = 50, SD = '
18.39).

For females, frequencies reported were not as

evenly distributed.

Eleven facilities (52.4%) reported

between 0 and 9 patients; seven facilities (33.3%) reported

between 10 and 15 patients; two facilities (9.6%) reported
20 and 49 patients; and one facility (4.8%) reported 200

patients.

Thus, 95.2% of the facilities reporting served

less than 200 female patients; most served none or, at

most, 49 female patients in all.

Accordingly, more men

than women were diagnosed with dementia at those homes
surveyed in this study.

Age--The age variable (i.e., the ages of the residents
of the facilities surveyed) was divided into two levels for

young (>30 years) and old (> 80 years) age groups.
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Ages

for young veteran's homes residents ranged from 30 to 63
(means 48.43, SD = 7.73); two facilities reported that they
had residents younger than 40; 10 facilities reported a
client population ranging in agd from 40 to 48 years; nine

reported residents in the 50-56 age range; and another two
reported a resident population between 60 to 63 years.
With respect to residents 80-years-old and older (means
96.57, SD = 6.25), three facilities reported residents
between 80 to 86 years; 12 reported that their residents

ranged in age between 90-99 years; and 8 reported that they
had residents ranging in age from 100 to 106 years of age.
/

;

.
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Ethnicity--Of the 23 valid responses to this question,
all facilities provided services to Caucasian patients; 16
of the 23 facilities served Africah-American patients; 12
facilities served Native American: patients; 4 reported

serving Asian patients; and one facility reported services

offered to patients from other ethnic minorities.
Income Sources-^Twenty-three of the 24 returned

surveys provided answers to this survey question.

SSI was

a source of income in 34.8% of the responding facilities (8

= yes, 15 = no); SSDI was received by residents of 56.5% of
the facilities (13 = yes, 10 = no); Qualified Veterans
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Benefits income was reported in 95.7% of the 23 facilities
reporting; and sources of income from other sources was
reported by 82,6%.

Population--All but one of the facilities surveyed

reported figures for this question.

The total facility

population for the 23 responding facilities ranged from 36
to 1,421.

Six respondents (30.4%) reported between 36 and

75 patients; seven respondents (35.5%)reported from 126 to
190 patients; two respondents (13%) reported between 260

and 288 patients; and the remaining five of the facilities
reported total populations ranging from 320 to 1,421
patients.

Staffing Ratio Per Patient-•-This variable reflected
the number of staff members per patient for the 18

facilities that answered this question.

Thirteen

facilities (72.2%) reported a staffing ratio r

from

1:1 to 1:10; two facilities (11.1%) reported a staffing
ratio between 1:21 and 1:30; and three facilities (16.7%)

reported a staffing ratio from 2:1 to 10:1.
Educational level--Although 22 out of 24 respondents

answered this question, the results reflect only three of
the eight levels of this variable provided on the survey,
' 33-

■

■

nor was sufficient information provided indicating the

relative percentage of residents who had completed the
level of education reported by the responding facilities .
Thus, five facilities (22.7%) reported patients who had

not completed high school; 14 (63.6%) facilities reported
that their patients had completed high school; and 3

facilities (13.6%) reported " other."
provided for " some college completed,"

No information was
or for completed

Associate's, Bachelor's, Master's or Doctoral Degrees.

Residents with Service-Related Dementia.--The survey
used two separate questions to ask respondents what

percentage of their patient population with dementia were
or were not service-related disabled.

Thus, at face value,

it would be reasonable to expect that the reported

frequencies for the two questions would mirror each other
to some degree, but this was not the case.

Of the 16

respondents who answered both of these questions, 25% (4

facilities^) reported that none of their patients (0%) had
service-related dementia; 31.4% (5 facilities) reported

three to nine percent of their cases were service-related,

and another 31.4% (5 facilities) reported 10%-15% of their
cases were service-related.

The remaining two facilities
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(6.3% each) reported 30% and 40% service-related dementia
cases.

For non-service-related dementia, four facilities

reported tjhat from 15% to 70% of their cases were nonservice-related; three facilities (18.9%) reported between
83%-88%ndn-service-related cases; six facilities (37.6%)
reported between 90%-97% cases; and the remaining three of
the 16 facilities responding (18.9%) reported that all of

their patients represented non-service-related cases.

Acuit|y--This survey question asked respondents how
many bf their residents were specifically diagnosed with

dementia. | Out of 20 total responses, 16 of the reporting
facilities (80%) indicated that they had 95 pb less

patients djiagnosed with dementia.

The remaining four

facilities! reported having from 135 to 300 dementia
patients. 1

i '".P

staff! Ratio Per Dementia Patient--Responses to this
survey queistion were limited and ambiguous.

First, only 12

of the retjurned surveys provided data for this question.
Second, fability staff to dementia patient ratios were

clear in only two instances.

That is, eight of the

facilities responding to this question (66.7%) reported
ratios from 1:1 to 1:10; one facility (8.3%) reported a
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1:11 to l:i20 ratio; and data, from three respondents
■
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Stagds of Dementia--This survey question asked

>

respondentis to report the number of patients in their
facility in Early Stage, Middle Stage and Late Stage
Dementia.| The survey results are presented in Table 4.
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survey anslwered this question.. Where patients at early,

middle and late stages of dimentia are concerned, findings
showed tha;t there are more patients at the middle phase of
AD currently living at Veteran's homes used in this study.
i

.

^

^

Respobdents were asked how much time was spent by
dementia pjatients, during the last 3 0 days, in wandering,
, I

,
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verbally ajssaultive behavior, physically assaultive

behavior, 'and other acting-out behaviors (see Table 5) .
Seventeen isurveys provided information on wandering

behavior, i The findings imply that in most instances

patients with AD tend to act out physically or verbally in
a daily baisis.

In general, patients with AD tended to show

wandering behaviors much less than they did with physical
■■
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and verbally assaultive behaviors.
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Behaviors controlled by medication--Responses from
facilities providing information about the use of

medication to control behavior are shown in Table 6, page
68.

Nineteen facilities answered this survey question with

respect tq wandering behavior.

Ten of the reporting

facilities (52.7%) indicated that medication was used to

control wandering, the other nine facilities (47.6%)
reported that it was not. Nineteen facilities answered this

question for verbally assaultive behavior.

Sixteen of them

(84.2%) reported that medication was used to control verbal

assaults and three facilities (15.8%) reported that no
medication was used.

All of the 19 facilities (100%)

answering this question in terms of physical assaults
reported fhat medication was used to control their

patients, i Finally, of the 20 facilities reporting for

other acting-out behaviors, 18 (90%) reported that they did
use medication for other acting-out behaviors, and the

remaining two facilities (10%) reported that they did not.

Psychotropic medications used to control behavior--In
addition to the use of medication to control behavior,

respondents were also asked about the type of psychotropic
37

medication used.

Table 7, lists how twenty facilities

answered this question.

Of those 20, 15 facilities (75%)

reported using anti-psychotic medication, and five
facilities (15%) reported using anti-psychotic and other
medications (i.e., " both" ).

Dangerous/self-destructive behavior and suicide--The
survey asked how many incidents of dangerous or selfdestructive behavior involved dementia patients at their

facility.

Of the 15 facilities responding to this

question, two (13.3%) reported " 0"
reported " never"

and one (6.7%)

(20% total); eight facilities (53.3%)

said that /such incidents were occasional; and one facility
(6.7%) reported that there were too many incidents to
count. Facilities were also asked at which stage of

dementia (i.e.. Early, Middle or Late) were their dementia
patients most likely to make a suicide attempt.

Of the 14

facilities providing this information, two (14.3%) reported

none (i.e;, " 0" ), seven (50%) reported during Early Onset
Dementia, and five (35.7%) reported during Middle Stage

Dementia. | None of the facilities responding reported that
suicide attempts were likely to occur during Late Stage
Dementia.

Finally, facilities were asked to provide
38

informatidn about how many suicides had been completed in

1997.

Twenty-one facilities answered this question.

Only

one facility (4.8%) reported that a male dementia patient
had committed suicide, and all of the 21 facilities

reported that there were no completed suicides by female
j

•

dementia patients.

Twenty-two facilities provided information about
whether 0± not they had, support groups for residents and

families. ! Nineteen of the reporting facilities (86.4%)
stated that they had some form of social or support groups,
but no further information was provided about the type of

group involved.

Twenty-one facilities also provided

,information about whether family education was provided.
Fifteen out of 21 facilities (71.4%) reported that they did

provide some form of family education.

Twenty-two

facilities reported information about family contacts with

facility staff; 90.9% reported contact with a combination

of professionals, and 9.1% reported contact with a social
worker and others.

No information was available about the

types of services that were provided to the families of
dementia patients.
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public domain instruments used, results were ambiguous.
Twelve of the fourteen facilities that responded to this

question indicated that some form of public domain
assessment instrument was in use at their facility.

Twenty-two of the 24 returned surveys provided
information about the types of meetings attended by social
workers.

Five facilities (22.7%) reported that social

workers participated in interdisciplinary meetings; one

respondent (4.5%) reported " other" ; and 16 facilities
(72.7%) indicated that social workers participated in all
meetings.

,

Twenty-one out of 24 respondents provided information
about the amount of contacts social workers had with

patients at their facilities.

Ten facilities (47.6%) said

that contact occurred once a week; 4.8% (1 facility)

reported contact every two weeks; and 47.6% (10 facilities)
reported " other."

Activity Programs and Music Therapy--With respect to

activity programs offered to patients at various stages of
dementia, 95% (19 out of 20 responding) of the facilities

had programs for patients with Early Onset Dementia,

90%

(19 out of 21 responding) had programs for patients with
41

Middle Phase Dementia, and 90% (18 out of 20 responqing)
had programs for patients with Late Phase Dementia.
Correcting for the difference in the questions answ€:red,
79.2% of the facilities surveyed had programs for pe.tients

with Early Onset and Middle Phase Dementia, and 75% had

programs for patients with Late Onset Dementia.

In terms

of day treatment programs offered to dementia patierlts,
only three of the 17 facilities that responded to this
question indicated that they had such a program; thus,
82.4% of the reporting facilities did not have a da'i
treatment program.

All of the facilities responding to these questtions

had some form of music, arts/crafts and play therapy, with
play therapy reported the least frequently.

Of 21

facilities reporting, 85.7% (18 out of 21 reporting
facilities) had some form of music therapy; 95% (19 out of

21) had had some form of arts/crafts therapy; and 7({)% (14
out of 20) had some form of play therapy.

For those

facilities offering music therapy, 16 specified the number

of hours per week devoted to this activity.

One facility

(6.3%) had music therapy one hour per week; three

facilities (18.8%) had two hours per week; one faci|ity
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(6.3%) offered music therapy three hours per week; and il
facilities (68.8%) reported that they devoted five hours or
more per week for music therapy.

Planned Outings--With respect to planned, supervised
outings, 17 out of 20 responding facilities (85%) reported
that they offered hall-walk outings; 17 out of 19
facilities (89.5%) had extended outings; and 21 out of 21

responding facilities offered off-grounds outings.
Finally, 85.7% of the responding facilities (18 out of the

21 valid responses) indicated that members of their social
work departments participated in activities with their
dementia patients.

The final portion of the survey gathered information
about the types of safety precautions taken with their

dementia patients.

Only one returned survey failed to

indicate whether the facility was fenced; of the remaining
23 respondents, five of the facilities (21.7%) were
completely fenced and 18 (78.3) were not., iTw^e
facilities provided information about whether or not they
were locked.

Results indicated that 13 of the facilities

(59.1%) were locked and nine of the facilities were not

locked (40.9%).
■

Twenty-two facilities responded to the
■
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inquiry of whether they made provisions for their patients

to have outside time, and all of them reported that they
did.

The facilities surveyed also used at least one

electronic monitoring

device to prevent their dementia

patients from wandering within the building or leaving the
premises.

One facility used Wandergard, two facilities

made use of code keys, and 19 facilities (86.4%) used
multiple methods.

Table 2 lists both correlation and strength-of

association coefficients for all the significant results of
the bi*variate analysis.

A high correlation between the

total number of residents at veterans homes and those

patients diagnosed with dementia, showed that the greater
the number of residents there are per home, the more are

diagnosed with dementia (usually Alzheimer's.)

With

females, the more patients there were diagnosed with
dementia, the more females there were.

That is, as the

population of a given residence for veterans increases, the

probability that there will be more females similarly
diagnosed increases as well.
Age--The age for residents living at these homes
ranged from 48 to 106 years.

It was found that the number
44

of day-treatment

programs increased with the number of

residents at ages over 80.

Statistics also showed that

older residents receive more hours of music therapy per

week than younger patients.

It was also found that higher

age was correlated with a greater number of assessment
instruments used in evaluating these individuals.

Higher

age was shown to relate' to a decrease in the incidence of
dangerous or self-destructive behaviors.

That is, the

older the resident is, the fewer incidence of selfdestructive behaviors there appear to be.

Ethnicity--Findings for this category showed that
there are fewer patients with dementia from "other"
ethnic groups currently being served at those veteran's
homes surveyed for this research.

There were also

indications that there are currently more native Americans

at lower ages being served at these veteran's homes.

Although not a strong statistical relationship,
findings indicated that there appear to be more programs
for African American Dementia patients at the middle-phase
of this disease.

Findings suggested that a high number of

African-American veteran's verbal assaultive behaviors are

being controlled by the use of psychotropic medications.
'
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There was also a greater relationship between being an
African-American veteran and having verbal assaultive

behaviors controlled by medications than having acting out
behaviors controlled by the same means.

With regard to family education, almost half of the
time., African-American families are not being provided
education on AD.

However, in a more general sense a

relationship between the average time engaged in physical
assault by patients with dementia, and family education,
showed that where physically assaultive behaviors occur,
the amount of education also increases.

While there are more male than female residents living
at veteran's homes surveyed in this study, fewer of these
males tend to be Asian-American.

But overall, the greater

the number of residents there are per home, the fewer there
are from all other ethnic minorities in general.

While the

number of Caucasian residents could not be computed because

of the presence of a constant variable, a review of the
responses showed that all of the veteran's homes surveyed
in this study had a larger percent of Caucasians living at
these facilities.

46

It was also shown that as the number of residents grew

per home, the number of Asian-Americans decreased.
Findings also showed that the more residents that are

diagnosed with dementia, the less are other ethnic groups
/

being diagnosed with the same condition.

For example, a

negative correlation between the total number of residents
and Asian-American individuals served, demonstrated that

there are very few Asian-American patients diagnosed with
dementia currently living at these homes.

Conversely, when

types of behaviors being controlled by psychotropic
medications was reviewed, - findings suggested that as the

number of Asians increases from facility to facility, so
does the incidence of controlling wandering and verbal

assaultive behaviors by the use of medication.
A correlation between other ethnic groups and the
number of females at the facilities surveyed showed that

the more females there are at a given home, the less the

chance is that they will be from minority ethnic group; it
was also shown that the more male dementia patients there

were per home, the less males there were from other ethnic
groups.
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However, a contradictory finding showed a relationship
between the incidence of self-destructive behaviors and

other minorities being served.

These findings suggested

that there may be more self-destructive behaviors where
there are more minorities being served.

Acuity--Findings indicated that those social work

departments that participated in this study contained from
fifteen to three hundred diagnosed residents, depending on
the size of the facility.

Findings also showed that there

are fewer patients at early-onset dementia than there are

at late phases currently living at those veteran's homes
surveyed.

And overall, there are more patients with

dementia at the middle phase currently living at veteran's
homes in 25 out of the 48 states canvassed for this Study.

(See frequency tables in Appendix 1.) :

Where acting-out behaviors (yelling, making noises and
cursing) and primary contacts with the family are
concerned/ findings suggested that the more contact that

dementia patients have with families, the more acting out
occurs.

Findings also showed that the more: a patient acts
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out, the more psychotropic medications will be used to
control such behaviors.

•

Findings also revealed a stpong relationship between 1
supervised hall walks and psychotropic medications used to
control behaviors.

While being weaker in its relationship,

there was a correlation between psychotropic medications
used to control behaviors and extended walks outdoors.

A

connection was also revealed between medications used to

control behaviors and the number of patients at stage

three--the late phase.

The finding suggests that late-

phase dementia patients are being given more psychotropic
medication than patients at early stages of the disease.
And although not highly significant, a positive

relationship between dangerous behaviors and the
availability of arts and crafts activities was shown.
Findings also indicated that when activities involve arts
and crafts, more social workers participate.

Staffing Ratios--While it was not possible to compute
this, a careful review of the responses indicated that most

patients in veterans homes are managed by,Gertified^
Assistants.

Intakes (often in the form of social

histories) are generally conducted by social work
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practitioners.
as needed.

Medical and other types of care are given

In most instances, there were heavy case-loads

per social worker, for example, from fifteen to more than
thirty patients per worker.

A review of responses

concerning level of education of most residents with
dementia at these homes indicated that a majority of

patients had only gone as far as high school, with a very
small number having completed or attended a college or

university.

No significant results were found regarding

the percentage of residents with service-related dementia
as opposed to those patients who had not had any kind of
disability before being admitted.
In general, verbal and physically assaultive
behaviors toward staff and/or other residents showed

significant associations with other variables.

In effect,

the average time patients engaged in being physically
assaultive correlated with the average amount of time

patients spent being verbally assaultive.

The higher the

number of patients that there were per facility, the more

likely they were to exhibit those types of behaviors.
Furthermore, the average time that identified patients
engaged in physically assaultive behaviors correlated with
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staffing ratios, such that physically assaultive behavior
is more or less related to the smaller amount of staff per

patient.

While this relationship might be suspect because

of sample size, its significance is still worth mention.
While there were no significant corollations for

questions pertaining to whether there had been suicide
attempts by males and/or females in 1997, a contradictory
finding concerning verbally assaultive behaviors controlled

by medications and suicide attempts by.males was found.
Verbally assaultive behaviors controlled by medications is
related to the number of males who attempted suicide in
1997.

An even more significant association was found between

acting out behaviors controlled by medications and suicide
attempts by males.

The findings suggested that there is a

strong relationship between acting out being controlled by

the use of medications and suicide attempts.

Finally, a

relationship between primary contact with patient's
families and males who attempted suicide in 1997 was also

found.

More will be said about these phenomena in the

discussion section of this paper.
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A relationship between support groups for families of
patients with dementia and verbally assaultive behaviors

controlled by medications was shown, suggesting that if
such behaviors can be controlled, then it is more likely

that these types of support groups will be made available!.
A negative relationship between service-related dementia

patients and the amount of support groups for their

families was demonstrated^ suggesting that the larger the
percentage of service-related dementia patients there are,

the. fewer the number of support groups provided.
A positive relationship betl^een support groups and the
availability of music therapy was shown.

Findings also

indicate that there was a strong relationship between music

therapy and verbally assaultive behavior controlled by
medication. That is, where music therapy is available,
medications will be used to control for verbally assaultive

behaviors.

Finally, a connection between higher level of

education completed arid availability qf music therapy was
found; and where music therapy is available, there is

likely to be availability of,play therapy

.

With respect to how often social workers have contact

with patients diagnosed with dementia, findings showed that
■
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the greater the number of patients diagnosed with AD were
from facility to facility, the more contact there appeared
to be between social worker and patient.

A strong negative relationship between types of
meetings attended by social work practitioners and average
amount of time engaged in acting out behaviors by patients
with dementia was shown.

Findings also suggest that

slightly under fifty percent diagnosed with dementia are
being contacted by their workers.

Where programs for patients at early and late stages
of dementia are concerned, findings suggest that if there

are programs for patients at early onset of Dementia, then
there are more likely to be programs for middle and late

phase patients with dementia.

Findings also showed'that a

majority of the facilities surveyed for this study offered
arts and crafts programs to patients.

Still another

statistic revealed a strong relationship between incidents

of dangerous behaviors and the availability of arts and
crafts as an activity.

(More will be said about this in

the discussion section.)

Where programs for patients at early onset and

participation of social workers in programs is concerned,
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findings indicated that social workers tend to participate
more in programs for early onset dementia patients than for

programs at middle and late phases. It was also shown that
an agency that is likely to have a program for early onset
dementia patients is likely to have a day-treatment program

as well.

Other findings indicated that there are more

hours offered for day-treatment programs as well as more

day-treatment programs available for higher age dementia
patients.

There was also a relationship between middle-

phase programs and acting out behaviors controlled by
medications.

A strong relationship between short walks, in the halls
and extended walks outdoors was shown; if facilities allow
for short hall walks, the chance that extended walks

outdoors are available are greatly increased.

A second

significant finding for extended walks outdoors and
patients diagnosed with dementia was also found; these

findings showed that patients who have been diagnosed with
dementia also have extended walks outdoors available to ,
■ them.,. ■

Third, a significant relationship :was shown between
hall walks and the number of patients at early onset of

dementia.

In effect, a high number of patients who are

able to take such walks, tend to be at early onset of the

disease.

A strong connection between hall walks and

medications used to Control behaviors was also

demonstrated.

Specifically, when patients are involved in

activities such as hall walks, they are likely to have been

given psychotropic medications to control their behavior.
,

The same type of findings were found for extended

walks outdoors and psychotropic medications used to control

behavior.

And although not strongly significant, it is

worth mentioning that a relationship Was found between hall
walks and how often social workers have contact with

identified patients; that is, there tends to be greater

contact between worker and patient when there are hall
walks. Patients at early and late-onset phases appear to be

taking more hall walks than those patients at the middle
phase of dementia.

An ironic finding showed that a higher number of
dementia patients at middle phase of the disease are taking
extended walks outdoors as opposed to those middle-phase
patients taking hall walks.

Finally, the statistics for

patients taking extended walks outdoors and early, middle
.
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and late onset of dementia, showed that patients at all of

these stages took more extended walks outdoors than any

other type of walk.

Other findings indicated that the

highest number of those patients who took these excursions
the most, tended to be at early onset of their condition.

Three of the five questions in the following category
could not be tabulated due to the manner in which the

questions were phrased.

Therefore, much of the information

in this section is qualitative. Of the five questions,

question 1 and 2 did present findings that will be
described.

In this category, statistics showed that

facilities with lower-age patients (45-65) tend to be

completely fenced.

Findings also indicate that fenced

facilities tend to be locked.

The list that follows is a synthesis of the current

means by which patients are afforded outside time by those
facilities surveyed for this study.

Those provisions that

have been made for patients to have outside time, include
such means as:

courtyards attached to the dementia unit, staff supervision

on walks in and off grounds, going out with significant
others or other family members, musical events, birthday
■ ■ ■ 5-6'

■

parties and other recreational events outside in secured
areas, van rides on a weekly basis, group sessions held
outside/escorts for those at risk of wandering or.

elopement and scheduled shopping trips.

To help in these

activities, family members, friends, volunteers from the

community, rehabilitation volunteers, unit staff, and
recreation therapists are enlisted.
Devices most often used to monitor dementia patient's

whereabouts and wandering patterns included Wanderguard (a
bracelet worn on the wrist that triggers an alarm when the

patient attempts to leave the area or facility) key locks
and in some instances, code

keys to specific doors oh the dementia unit.

All of the

surveys marked human supervision as a monitoring device as
well.

of those homes surveyed, eleven facilities used two

types of electronic monitoring devices, six homes used

three types, five homes used one type and the remaining two
homes/facilities used fpur types of electronic monitoring
devices to keep patients under observation.
Other safety precautions included such means as:
enrollment in a Safe-Return program, intercom notices of
. '
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missing reside'nts, photos of wanderers at nursing stations
and the entrances to the building, camouflaged doors with

painted scenes, beds placed on floors to minimize for
falls, wearing protective helmets, maintenance of a book
with descriptions and photos of identified dementia
patients, volunteer hall monitors, name tags worn by

patients when leaving the facility, floor mats with bells
and portable fences put up in the dining room to keep

patients in one area.

One respondent mentioned that their

patients were not allowed to carry any matches or lighters
and that smokers were supervised in an accessible smoking
room.
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Table 1.

Number of Responses to Survey Questions
N

Survey Question
Gender (male/female)

Valid

Missing

22/21

2/3

23

1

Age
Serves African-American

23

Patients

■ :'."i,- ■

•,

Serves Asian Patients

23

1

Serves Caucasian Patients

23

1

Serves Hispanic Patients

23

T

23

, 1

■■ ■ ■ .

Serves Native American

Patients

Serves Other Ethnic Minority

23

Income Source

23

1

Population

23

1

Staffing Ration for dementia
patients

18

'

6

Educational Level

22

■

2 •

■

■ ■

1

■

% with service-related
16

8

16

8

20

4

dementia
% without service-related
,

dementia

Diagnosed with dementia

15/16/1

Dementia Pts. at

Early/Middle/Late Phase

9/8/8

6

Behavior

(Wandering/Assaultive/Other)

17 '

7

20

4

20

4 .

15

9

0

0

Behaviors Controlled by
Medication

Psychotropic Medications Used
Dangerous or self-destructive
Behaviors

Time for Most Suicide

Attempts

Attempted Suicide of

21

59,

N

Male/Female Pts.

Social Support Groups

22

2

Family Education

21

3

Primary Contact with Family

22

2

21

3

20

4

14

lO

17

7

Meeting Participation

22

2

SW Contact with IP

21

.3

20

4

21

3

20

4

Day Treatment Program

17

7

Available Therapies
(Art/Play)

20

4

21

3:

Planned Supervised Outings

21

3.

SW Participation in
Activities w/Pts.

21

3

Is Facility Fenced

23

1

Is Facility Locked

22

2

22

2

SW Services Provided to
Families

Type of Assessment Instrument
Used

Public Doma.in Instruments
Used

Non-Public Domain Instruments
Used

Available Programs -- Early
Onset

Available Programs -- Middle
Phase

Available Programs -- Late
Phase

Hours of Music Therapy per
Week

Provisions Made for Outside
Time .

Monitoring Devices Use to
Prevent Wandering

22

Other Safety Precautions Used

22
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Table.2.

Significant Correlations for Paired Survey
Questions

Paired Survey Questions

r

Serves Other Ethnic Patients
-.970**

.940

-.882**

.777

.873**

.762

.861**

.741

.844**

.712

-.765**

.585

.747**

.558

-.739**

.546

-.736**

.541

.734**

.538

.725**

.525

.712*^

.506

-.708**

.501

.689**

.474

.687*

.471

Number of Females in Facility
Serves Other Ethnic Patients

Number of Males in Facility
Total Number of Residents

Number of Males in Facility
Average Time Engaged in Verbal Assault
Average Time Engaged in Physical
Assault

Total Number of Residents

Number of Females in Facility
Total Number of Residents

Serves Other Ethnic Patients
Total Number of Residents

Number of Residents Diagnosed with
Dementia
Public Domain Instrument Used

Verbally Assaultive Behavior Controlled
by Medication
Public Domain Instrument Used

Music Therapy Activities Available
Primary Contact with Family
Public Domain Instrument Used

Psychotropic Medication Used to Control
Behavior

Hall Walk Outings
Public Domdin Instrument Used

Average Time Engaged in Acting Out.
Participating in What Type of Meeting
Average Time Engaged in Acting Out
Primary Contact with Family
Number of Males Attempted Suicide in
1997

Average Time Engaged in Physical
Assault

■

'This is correct according to the correlation results obtained.
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Paired Survey Questions

r

Staffing Ratio of Dementia Patients
Divided by Staff

Psychotropic Medication Used to Control
Behavior
.686**

.470

-639**

.408

-.634**

.401

-.629**

.395

.575

.330

.570*

.324

-.565*

.319

.548*

.300

.548*

.300

.548*

.300

.546*

.298

-.540*

.291

-.535*

.286

Number of Patients with Stage 3
Dementia
Source of Income from Other Sources

What Device Prevents Residents from

Wandering Outside
Serves Asian Patients

Number of Males in Facility
Percentage Not Service-Related Dementia

Support Groups Available for Families
and Residents

Psychotropic Medication Used to Control
Behavior

Number of Patients with Stage 1
Dementia

Psychotropic Medication Used to Control
Behavior
Extended Walks Outside

Any Instruments Developed at Your
Facility Used
Acting Out Behavior Controlled by
Medication

Source of Income from Other Sources

Number of Males Attempted Suicide in
1997

Psychotropic Medication Used to Control
Behavior

No. of Incidents of Dangerous or selfdestructive Behavior

Primary Contact with Family
Average Time Engaged in Acting Out
Primary Contact with Family
Hall Walk Outings
Public Domain Instrument Used

Support Groups Available for Families
and Residents

Public Domain Instrument Used
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Paired Survey Questions

r

Stage Patients Prone to Attempt Suicide
Serves Asian Patients

-.534*

.285

.533*

.284

.533*

.284

.523*

.273

.-520*

.270

Number of Females in Facility

Percentage of Service-Related Dementia
No. of Incidents of Dangerous or selfdestructive Behaviors

Psychotropic Medication Used to Control
Behavior

Average Time Engaged in Acting Out
Average Time Engaged in Physical
Assault

Provide Family Education
Serves Asian Patients
Total Number of Residents
Serves Asian Patients

Number of Patients Diagnosed with

-520

.270 ,

.518

.268

.512

.262

-.509

.259

.509

.259

.509*

.259

-.509*

.259

.499*

.249

-.497*

.247

Dementia

Serves Other Ethnic Patients

No. of Incidents of Dangerous or selfdestructive Behavior

Average Time Engaged in Wandering
Arts/Crafts Therapy Activities
Available

Percentage Not Service-Related Dementia
Acting Out Behavior Controlled by
Medication

Any Instruments Developed at Your
Facility Used
What Device Prevents Residents from

Wandering Outside
Average Time Engaged in Wandering
Average Time Engaged in Verbal Assault
Participating in What Type of Meeting
Serves Native American Patients

Any Instruments Developed at Your
Facility Used
High Age
Any Instruments Developed at Your
Facility Used
Source of Income from Other Sources
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Paired Survey Questions

r

Serves Asian Patients

Wandering Behavior controlled by

.490*

.240

,465*

.216

-.435*

.189

Medication

Serves Asian Patients

Serves Other Ethnic Patients

Participating in What Type of Meeting
Low Age '
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Table 3.

Demographic Survey Data

Demographic Variable

1

Mean

SD

186.82

261,84

18.81

42.79

African-American

1.30

.47

Asian

1.83

.39

1

0

Hispanic

1.61

.50

Native American

1.48

.51

196

.21

SSI

1.65

.49

SSDI

1.43

.51

Veteran's Benefits

1.04

2.21

Other

1,17

.39

Gender

No. Males in facility
No. Females in

facility
Ethnicity

Caucasian

Other
Income Source

Population
Number of Residents

j 276.30

Staffing Ratio

1

326.15

1.72

1.23

4.50

2.20

Yes

10.03

11.12

No

81.41

23.71

Education

Highest Level of Ed.
Completed
Service-Related
Dementia
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Table 4.

Reported Numbers of Patients with Stage I, II and
III Dementia.
No.

% of Valid

No. of

Facilities

Responses

Patients

11

73.3

0-7

Stage I

2

13.4

10-15

Dementia

1

6.7

50

1

6.7

90

4

25

4-8

4

25

11-15

Stage II

3

18.9

20-28

Dementia

3

18.9

30-36

1

6.3

60

1

6.3

200

7

43.8

0-8

4

25.2

10-18

3

18.9

20-29

1

6c3

50

1

6.3Q

60

Stage III
Dementia
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Table 5.

Behavior of Dementia Patients in Last 30 Days
WANDERING

No. Facilities

% of Valid

Responding

Responses

■

None

Daily

1

5.9

10

58.8

Weekly

4

23.5

Monthl

2

11.8

.

VERBAL ASSAULTS

No. Facilities

, Responding
None

Daily

% of Valid

Responses

0

0

10

58.8

Weekly

4 .

Monthl

■3

23.5
■

17.6

y

PHYSICAL ASSAULTS

No. Facilities

% of Valid

Responding

Responses

■0 ■ ' .

None

Daily
Weekly
Monthl

.

.

.

■ .-0 .

8

47.1

2;

11.8

7

41.2

Y
ACTING OU-

No. Facilities

Responding

% of

Valid

Responses
7-1

None

Daily

8';

Weekly

■ : 13^ ■ ■

57.1
21.4

14.3

Monthl

\y
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Table 6.

Behaviors Controlled by Medication
WAIIDERING

Yes

No

No. Facilities

% of Valid

Responding

Responses

10

52.6

9

47.4

VERBAL ASSAULTS

Yes

No

No. Facilities

% of Valid

Responding

Responses

16

84.2

3

15.8

PHYSICAL ASSAULTS

Yes
No

No. Facilities

% of Valid

Responding

Responses

19

100

0

0

PHYSICAL ASSA.ULTS

Yes
No

No. Facilities

% of Valid

Responding

Responses

18

90

2

10
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LIMITATIONS OF THIS STUDY

Although some of the findings of this study suggest
trends of interest to social work practitioners (e.g.,

variations in the amount and quality of services provided
to and utilized by ethnic minorities), several

methodological limitations necessarily affect the
interpretation of this research.

First, although ninety (90) surveys were mailed over
four months prior to the beginning of data analysis, only
twenty-four (24) were completed and returned.
Consequently, it is difficult to make draw solid

conclusions from the survey data, due to the small sample
size..

A second, related, limitation of this study is that

most participants did not complete all of the survey
questions.

For example, at least two of the questionnaires

were either partially filled out or sent back with little
or no responses.

To make up for this particular type of

limitation, this researcher would suggest that studies of

this kind be conducted strictly by phone. Finally, a third
limitation of this project concerns the issue of behavior

control in the

clinical-behavioral portion of the survey
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instrument.

Although the •questionnaire included categories

for anti-ps'ychotic and anti-depressant medications, a

category for anti-anxiety medicatidns was not included'.

Fortunately, most of the surveys were returned with notes
in the margins concerning this category, a fact that made
up for this oversight.

Because anti-psychotic and anti-

anxiety medications: are often used to control for
aggression (both physical and verbal) in dementia patients,
future researchers heed to include both of these categories
if using this type of sur"vey.
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DISCUSSION

Before discussing specific findings and their

'

implications for social work, a precautionary point should
be made where the results for this study are concerned.

Readers are advised to keep in mind that a majority of
those Veteran's homes surveyed for this study were not

large facilities, but smaller homes demonstrating that
future studies of this type need to include larger

veteran's hospitals.

For example, one finding indicated

that there are fewer patients from other ethnic groups

currently being served at Veteran's homes in at least
1

forty-two states.

Does this finding reflect what is

happening in smaller homes alone, or is it reflective of
all branches of the military at this time? The following
section reflects those findings based on the survey used
for this study.

Demographics:
light.

several interesting findings came to

First, where the amount of day treatment programs

and the use of assessment instruments were concerned,

findings indicated that the number of day treatment
programs rose with the number of people of ages over 80.
Secondly, the older patient are, the more assessment
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instruments are used to evaluate them.

Results also showed

that more hours per week of music therapy were available to
higher age patients (individuals over 80.)
One can conclude from such findings that health care

practices at Veteran's homes appear to support a policy of
offering more hours of treatment for older patients while
minimizing the need for as many treatment hours for those

patients younger- than 80 years of age.

One possible reason

for this finding might be that older patients are being

perceived as easier to work with because of certain
physical deficits seen in this latter group (i.e, slowness
of movement, limited vision and other cognitive

limitations) and the use of heavy psychotropic medications.
The data also showed that when, agencies have programs

for early onset, they are less likely to have day treatment
programs.

The da-ta indicated that social workers are more:

apt to participate in early phase programs (e.g., arts and
crafts) rather than middle and late phase programs. This

may be because during the early stages of A.D, patients
still have more insight as well as being able to interact
with their therapist.

■

Clinical Behavioral: With acuity (the total number of
, 17.

residents diagnosed with dementia), findings showed that

larger facilities tended to have more residents diagnosed
with A.D.

It was also shown that there are a higher number

of patients at the middle phase of dementia currentlyliving at veteran's homes than there are of those patients
who have been diagnosed at early or late phases.

Reasons

for this last finding are that early onset of Alzheimer's
dementia is still difficult to detect while those patients
at late onset of the disease are not taken by many

veteran's homes, but referred to other convalescent
facilities.

Other survey findings showed that the greater the
number of patients diagnosed with dementia there were, the
more contact there tended to be between those patients and

facility social workers.

Results in this category also

indicated that verbally assaultive behaviors in a high
number of African American veterans are being controlled by

the use of psychotropic medications.

But over all, survey

findings pointed out that the more patients acted out, the

more psychotropic medications were used to restrain them
and control their behaviors.

Statistics also indicated

that acting out behaviors increased when patients had more
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contact with their families.

Viewed within a psychosocial

context, it could be that patients with A.D may sometimes

experience lucid moments in which they become all too aware
of their deteriorating condition; trapped in this moment of

awareness, patients may consequently express their anxiety
in a variety of ways: becoming angry, verbally abusive and
physically aggressive.
Still another interesting result indicated that

Caucasians seem to experience a greater number of incidents

of self destructive behaviors than any other ethnic groups
currently residing in Veteran's homes.

Perhaps because of

the way in which questions were phrased, no findings for ,
suicide risk were available.

Whether these results were

due to questions of sample size or some other unknown
sociological factors was not explained by these results.
What is clear, is that:

1) more effective assessment instruments/tests need to be

developed to detect A,b so that the patient quality of life
may be extended, and 2) that more attention needs to be

paid to understanding self destructive incidents and risk
for suicide as they relate to patients with Alzheimer's
dementia.

This was illustrated by the fact that data
•
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analysis showed a mild relationship between the use of
psychotropic medications and incidents of dangerous or
self-destructive behaviors.

Yet, findings also

demonstrated that older patients are less apt to exhibit

these types of behaviors. If this is the case, then why are

psychotropic medications being administered to higher age
patients?
Where risk for suicide and suicide attempts by

patients was concerned, the findings were mixed.

On the

one hand, either males or females showed no attempts for

suicide for 1997.

Conversely, a relationship was found

between patients' acting out, being verbally assaultive and
those behaviors being controlled by medications and suicide

attempts being made by male patients.

One possible

interpretation for this finding may be that the more

psychotropic medications are used to control or restrain
patients, the more they may want to commit suicide because
of negative side affects caused by the medications or
because of some other unknown psychological factors.
3) Social work practitioners and other health care

professionals need to address the issue of use or miss-use
of psychotropic medications for controlling verbally
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assaultive and other types of inappropriate behaviors so
that less restrictive non-pharmacological treatment
alternatives may be found.

Family involvement: Although not strong, a

relationship between patients with a higher level of
education and the availability of support groups was shown.

One explanation for this could be that patients with a
higher education (e.g., having gone to college) might have
a certain amount of insight where their condition is
concerned.

A second finding showed that the more African-

American patients there are per facility, the less family
education is provided.

This finding may be indicative of

the idea that this group of people tends to look to .members

of their community more so than some other ethnic groups.
The survey also indicated that there tend to be more
contact between patients, social worker and patient
families when extended hall walks are a part of the patient

daily routine.

In fact, hall walks take place more often

for patients experiencing the first and last stages of A.D.
The reason for this is that patients at stage three A.D

generally tend to be more docile while stage one patients
still have sufficient cognitive and social skills to be
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aware of their surroundings.

Environment:

A relationship was shown between lower

aged patients and whether facilities were fenced.

Results

indicated that where there were lower aged dementia

patients, facilities tended to be completely fenced.

It

would not be far fetched to say that the reason for this is

that younger patients with dementia have a greater tendency
to be active and wander thereby needing set physical

boundaries that may be easier to monitor by staff as well
as being familiar and safe for patients.
Techniques and safety devices often used at veteran's

homes include: code key locks, human supervision. Wander-

guard (bands that set off alarms at doors), manual gate and
door locks, escorts for residents outside of buildings,

safe return programs which include photographs of patients

and a'' brief bio, one on one attention given to extremely
agitated patients and camera buzzers on doors.

Smoking is

supervised in special rooms used for that purpose and
patients are not allowed to carry lighters or matches.
Finally, while ten of the surveys declined to answer

questions concerning safety issues, the remaining
respondents outlined a variety of safety precautions. These
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included:

intercom notice of missing residents, photos of known

wanderers posted at doors and nurses stations, camouflaged
doors painted over with scenery, patients wearing
protective helmets, hall monitors, name tags worn by
identified patients when ever leaving the residence, floor

mats with bells and portable fences put up in the dining
room to keep patients from wandering into other areas of
the room.

The last part of this section summarizes some key

principles for social work practice that may serve as
useful guides for social workers occupying case-management,
treatment and assessment roles with respect to dementia

patients and their significant others.

Since the central

issue being addressed in this paper revolves around the

questions of social work sorts of roles practitioners have
in caring for patients with dementia, Elizabeth Kubler
Ross's (1969) naturalistic research on the grief process as

it relates to the therapist, the patient, their friends and

family was reviewed in previous pages as a model that might
be beneficially applied to social work practice.
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Because Kubler-Ross's approach is an affect-driven

model, the social worker's job should become one. of

engaging clients and/or their families, mutually planning
relevant goals and objectives, and defining the roles that

participants will play in the therapeutic work.

Thus,

success in therapy for many clients, significant others and
the patient's primary care-givers is that of being able to
accept those losses on their own terms.

One implication for social work practitioners in their
interactions with the friends and families of dementia

patients is that they may be able to assist their clients
to discover their strengths, affirming their capacity for
growth and change and thereby facHitating greater self
awareness and peace, and perhaps helping them to learn to

live more fully in the reality of the moment.

Such an

outcome would be in keeping with Kubler-Ross's model of

loss and grief work and the idea of acceptance, in which
clients and their significant others ultimately learn to
live with their loss or losses with a certain amount of

dignity and peace (Hepworth, Rooney & Larson, 1997; KublerRoss, 1969).
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Just as vital for social work practitioners is a role
as a screener for potential dementia piatie^^ts early enough
after the outset of this brain disease so that preventive
medications or other nonpharmacologiCal alternative may be
recommended and administered, thus increasing the chances

that the patient's quality of life will improve and expand.
The importance of this role may be better understood in
terms of what it otherwise costs when the progression of

this disease is not stopped or arrested.

Rising costs of

health care and crowded convalescent homes are only a few

examples of what is happening in the absence of reasonable
preventive measures, measures that social work
practitioners could otherwise implement.

•

Other practice principles that must be, kept in mind by
social workers include respecting a client's value and

belief systems as well as being supportive, nondirective

and nonjudgmental with clients and their families as they
share their Sense of loss.

Connecting with clients and

their experience of grief also means joining with them in
their experience of that loss and making use of bridging
statements with individuals or in groups so that the grief

process is validated and normalized for all members of that
80 '

group.

And finally, a general but vital principle guiding

grief work is that most people are able to making their own
choices and decisions (Hepworth, Rooney & Larson, 1997).
Viewed from a social work perspective, it would be

beneficial for practitioners to adopt a social model which

attempts to create a culture that supports, involves and
validates those who are afflicted with this disease.

In

fact. Mace (1987) identified the goals of dementia-specific

activities as creating pleasure, preserying dignity,

providing meaningful tasks, restoring roles, and promoting
friendship.

Such activities utilize remaining strengths,

integrate past interests and hobbies, and focus on
noncognitive forms of wellbeing, such asi the social,
relational, emotional and spiritual aspebts of the person
i

(Post, 1995; Sabat, 1994; Zgola, 1987). |
Furthermore, dementia-specific activity programs have
j

been shown to help maintain functional alpilities of
t

patients as well as having been credited|with enhancing
!

mood, reducing agitation, wandering, combativeness,

■

I

improving appetite and disturbances in sleep.

■

"

In

particular, dementia-specific activity programs can play an
i
I

important role in reducing the coexisting depression so
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common in Alzheimer's disease.

(Rover et al., 1990;

California Department of Aging, 1987).
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CONCLUSION

The goal of this study was to examine social work

roles with respect to Alzheimer's Disease patients and to
develop a series of practical recommendations for future
social workers so that they may become more directly

involved in the treatment process, along with other health
care professionals.

In reviewing the literature, much was found in
relation to the medical diagnosis, scientific research,

general treatment issues and the place of nursing,

psychiatry and case management modalities where dementia is
concerned.

First, it has been interesting to note that

relatively little has been written in Ameirican social work
journals on the specific role or roles social workers may

play in assisting other professional caregivers in

providing services to dementia patients and their families.
Second, in most instances, social work practitioners .

appear to play a peripheral case management role in helping
to treat dementia patients.

The following suggestions are based on the literature
review that was conducted as part of this study, on the

data provided by survey respondents, and on this author's
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personal experiences while working as an intern at the
Barstow Veteran's home.

1.

That social work practitioners advocate for larger
allocations of funds so that the needs of dementia

patients are met on more than a survival, basis.
2.

That those social workers practicing in a mixed
medical and residential facility be trained in the use

of screening tests for Alzheimer's dementia.
3.

That nurses and other health-care professionals

receive more sensitivity training where the needs of

patients with dementia are concerned; for example,
professional caregivers learning more about suicidal
messages and how to defuse patients experiencing
strong suicidal ideation.
4.

That loud televisions and/or radios be removed,

especially in units where dementia patients are

experiencing middle or late phases of the disease.
5.

That social work practitioners in administrative

government positions take an active part in developing
policies that promote and support better care and
enhanced quality of life for patients with dementia.
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6.

That more attention be paid to suicidal messages when

frustrated patients with dementia talk about killing
themselves.

7.

That more than two or three social work practitioners

be hired by the Veteran's Administration to work

closely with both the patient/client and their friends
or families as the last phase of AD approaches.
8

That a serious effort is made to implement more

structured day treatment programs employing music,
play and group therapies.

9

That social work students working as interns in
veteran's homes be given more serious tasks than
writing and filing social histories.

10

A point of contention alluded to by several survey
participants is the overwhelming amount of unnecessary

paperwork often involved in the day-to-day care of
patients with dementia.

Simply stated, if there were

more practical alternatives to some of this timeconsuming paperwork, much more could be done by social
workers to insure that patients with AD and their
families can receive more individual attention by

otherwise over-worked therapists.
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Despite the daunting challenges presented by confusing

politics and serious budgetary constraints, achieving these
objectives is not impossible especially when we acknowledge
that social work by its very nature can act as a catalyst
for change.

'
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APPENDIX A: SURVEY INSTRUMENT

Veterans Home of California Barstow 100 Veterans Parkway

Barstow

California

The Role Of Social Work Practice With A veterans Population: A

Qualitative Description Of A Protocol For The Treatment Of Dementia
Patients In Skilled Nursing Facilities

A Research Project Sponsored by Cal State San Bernardino California
Department Of Socialwork and The Veterans Home Of California Barstow
Chief Of Social Work: Bill Rigole 760 252-6241

Arturo Espinoza (M.S.W

Intern) 760 252-6236.

The following survey was developed for the purpose of

determining AND DEFINING the extent of social work practice and
role/roles of socialwork practitioners in, the care and social services
delivery of dementia patients at state-owned skilled nursing
facilities.

Much has been written on dementia and it's impact on

older people. Yet, Little else is found in the literature concerning
the specific role of social work practitioners and the treatment of
dementia within this target population.
Please be assured that the results of the information gathered

here will be shared with you and your agency at your request. It is
hoped that the findings based on this comprehensive survey may

eventually benefit members of this target group.
this endeavor V70uld be greatly appreciated.

Your cooperation in

Sincerely, Arturo

Espinoza
DEMOGRAPHICS

Location/address of your facility.

Please include your phone number

and area code.

1.
Gender: how many males, females are currently living at
your facility?
2.

What is their age range: ... to ...

3.

Ethnicity: (Please checkmark the appropriate group.)
Caucasian,

Hispanic,
Afro American, -
Asian, -
Other, -
4.

Income:

S.S.I. (Social security income) -
S.S.D.I (social security disability) -
Qualified veterans benefits -
Other -

5.
6.
7.

Total population:
What is the total number of residents in your facility? -
Staffing ratio
How many staff members are there per patient? -to -
Educational level:
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What is the lowest/highest grade completed by most residents?—
to - 

8.

What percentage of your veterans with dementia are service-

connected disabled?

9.

What percentage are non-connected?

CLINICAL/BEHAVIORAL

1.

ACUITY: how many residents in your facility are specifically

diagnosed with dementia?

2.
3.

What is your staffing ratio to dementia patients?
How many dementia patients are currently at: early onset,

4.

Middle phase,
Latter phase,
Within a thirty day period of time, what is the average amount

of times that dementia patients:

Wander,

Demonstrate assaultive behaviors (physical, verbal or

other methods of acting out) tpward other staff or residents.
5.
What types of behaviors are being controlled by medications?

6i.

What specific psychotropic medications are being used for this

purpose?

7.
How many incidents of dangerous of self destructive behaviors
specifically involve dementia patients at your facility?
8?;.
At v^hat time are dementia patients most prone to making suicidal
attempts?

Early onset, ■-

Middle phase., -
Latter phase, -

9.

How many male residents attempted to kill themselves in 1997?

How many female residents attempted to kill themselves in 1997?

-

FAMILY INVOLVEMENT (please checkmark the appropriate spot. )
1.
Are there any types of social or support groups for the

residents and their families at your facility?

Yes--

No-

What kind of groups are these?

2.

Do you provide family education?

3.

Who is the primary contact with the patient's family?
Just social workers?

What kind?

/

Nursing staff?
Medical staff?

A combination of these professionals?

4.

What types of services are socialworkers providing to dementia

patient's families?
Evaluations

1.

What type of assessment instrument or consensus is used to

evaluate patients for dementia?

88

2.

What public domain assessment instruments are being used in

evaluating patients for dementia?
3.

What assessment instrument or instruments have been developed at

your facility? (if available, a copy of this instrument would be
appreciated."

4.

Do you participate in: Interdisciplinary team meetings? -Socialwork meetings -

Ot.her types of evaluation meetings?
5.

Yes-- No-

How often do social workers make contact with the identified

patient/client:
Once a week?

Every two weeks?
Every three weeks?
Once monthly?

-

ACTIVITIES:

1.

^

are there activity programs for people in
Early phases of onset of dementia? Yes-- No-
Middle phases? Yes-- No-
Late phases? Yes-- No-
Day treatment programs? Yes-- No-

2.

Are music, play therapies or arts and crafts part of these

activities?

Yes-- No-

3.

How many hours of music therapy is offered?

4.

Depending on which phase of onset is involved, are there any

1--

2--

3--

4--

5-

supervised planned outings? Yes-- No-
Short walks down halls?

More extended walks outside?

(A photo or brief verbal description of your dementia unit would be
greatly appreciated.)

5.

Do members of your socialwork department participate in any

activities with dementia patients?
Environment

1.
2.

Is your facility completely fenced? Yes-Is your facility a locked facility? Yes--

No-
No-

3.

What provisions are made for residents with dementia to have

outside time?

4.

What electronic monitoring devices or device are being used to

prevent dementia patients from wandering within the building or
leaving the premises? E.G., Wanderguard, human supervision or numeric
locks.

5.
What other extra safety precautions have been taken to monitor
dementia patients? (A verbal description by phone, E. mail or if
available, an attached printout of these systems would be greatly
appreciated.)
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APPENDIX B: BRAIN PHOTOGRAPH
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